
North

Kansasuty

Hospital

2800 Clay Edwards Drive

North Kansas City, MO

64116-3220

(816)691-2000

www.nkch.org

December 22,2009

Mr. Thomas R. Piper, Director

Certificate of Need Program

P, O. Box 570

Jefferson City. MO 65109

RE: #4444 HS: North Kansas City Hospital

$998,000 Purchase of an Additional Surgical Robot Unit

Dear Mr. Piper:

Attached are four PDF files of a Certificate of Need application containing the following:

PDF File: Divider!: Application Summary

PDF File: Divider 11: Proposal Description

PDF File; Divider 111: Service Specific Criteria and Standards

& Divider IV: Financial Feasibility Review Criteria and Standards

PDF File: Accountant's Report for NKCH

A check in the amount of S1.400 to cover the application fee previously was sent to

P. O. Box 570 and should have arrived in your office.

It is anticipated the application would be reviewed at the Missouri Health Facilities

Review Committee meeting on March 8, 2010. If you have any questions about the

application, you may contact meat 816-691-2022 or by e-mail at

vvpiinc.scckinijIoiKi/ nkch.nn;.

Sincerely.

Yvonne E. Seckington

Vice President-Market Development

four PDF' file attachments
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Voee: (573) 751-6403 Fax: (573) 751-7894 Website: <m™ dliss mo.govfcons

Robert "Tony" Foster, Chair tAdiael Meierhoffer. Uico-Chau Gotdon L. Kime Fap. Kenny Jones Senator Roijm Wiight-Jones

Hoiy Ellmger Rep Jake Zimmerman Senator Eric Scrmit

October 27, 2009

Yvonne E. Seckington, Vice President

Market Development

North Kansas City Hospital

2800 Clay Edwards Drive

North Kansas City, MO 64116-3220

SUBJECT: #4444 HS: North Kansas City Hospital

$1,500,000, Replace robotic surgery system

Dear Ms. Seckington:

Your Certificate of Need (CON) Letter of Intent (LOI) was accepted by this office on October 23.
2009. The original and eleven copies of your full CON application will be required. They
may be submitted any time on or after November 23. 2009, but no later than April 23, 2010.

A fee is required for each CON application submitted for review and must accompany the

application. The minimum fee is one thousand dollars (SI .000), or one-tenth of one percent
(0.1%) of total project cost, whichever is greater. Application fees will be deposited in the state
treasury upon receipt and. once deposited, cannot be returned.

You must use the materials provided in the enclosed forms packet to prepare your application,
paying particular attention to the specific application checklist and the information

requirements for your project. You must include the specific application checklist as the table
of contents for your application. The page number can be entered to the right side of the check
box column titled "done". Please note, the owner(s), operator(s), project location and the project
description in your application must be the same as indicated on the LOI.

The forms are also available on the CON web site at www.dhss.state.mo.usIcon in Adobe
Acrobat PDF format (these are Interactive forms which allow entry directly on your computer).

If you have any questions, please contact Donna Schuessler, the Health Planning Specialist
assigned to your project. Thank you for your cooperation in the CON process.

Thojnas R. Piper. Direct
Certificate of Need Progrijm

TRP/ds

Enclosure: Forms packet

Certificate of Need . .. promoting responsive planning, evaluating health systems and reducing unnecessary health costs



Certificate ot Need Program

LETTER OF INTENT AMENDED

1. rrOJCCL IniOrmatlOn (attach adcHHonalpages us nrcrssorij to identify multipleproject sltes.l

TjLlr oi r[[i|>o>.r<ir Tni|i-d

Purchase of an additional surgical tohm unii

COnnty

same

Project Address tBtrrertCU<tfStali'fZtp Code irr pint Fraiji, I] mi utlitressl

2. Applicant Identification tutineh additional page* in/ in list "ii owners utui cpcralora)

List All Owner(s): [ttelrwporaieen(ttj/J Address (Street / City/ St;itf/ Zip Code] Telephone Number

same

same

dial entity to be

List Alt Operator(s): licensed or certified} Address (Street /City/State/Zip Cade) Ti'lijjlionc Number

saint:

3. Type of Review 4. Project Description ftn/brmnHon ShooW he. l>n,-J but sugtcteni to understand scope qfprqjecl)

Full Review:

] New Hospital

] New/Add I.TC Beds

] New/Add l-TCi-i Bctls/i-c|pt

|v I Mew/Additional Equipment

J Replacement Equipment
nnt prevously approved

Expedited Review:

J 6-mile RCFMI.F Replacement

J 15-mile LTC Replacement

] 30-niiIc I.TC Replacrnuiil

J LTC Bed Expansion

j LTC Renov./Modernlzatlon

J Equipment Replacemenl

Non-Applicability Review:

J fSee 7. Applicability mwi page}

Projiri description to include the number qflong-term run- beds in In- atMitl. deleted or replaced, squamjoologe

of ni'ii- construction andforrenovation, setvBxs rif/ciii'd. and major medical equipment m be acquired or replaced

ifopph/tnjjjbi <t non-appllcahtitty rcrtcu\ also complete the next page t*f this farm.

Notill Kansas City I lohpitnl seeks to purchase a certified refurbished daVinei "S" model surgical rohoi

because of ;i change in conditions ;is an addilion to ihe exisling standard daVinei surgical robat

ciirrciillv in use.

Legend: LTC ^ Loiit^-Tcrin Care: I.TI.'II = l.nng-Tt.Tiii Can- Hospital: RCI'/ALF = Krsiiinin.il cart.-iiml AsmmiiI i.iviimF;niiiK

5. Estimated Project Cost:

6. Authorized Contact Person Identification forty one per project, regardless ojnuniberiirowners/operators)

Humr <il CoHlnrl I'rrwin

Yvormc B. Scckington Vice Presidcnl Market Dcvclopmci

North Kansas Ciiy Hospital. 2800 Clay Edwards Drive. North Kansas City. MO 64116-3220

ttlrphonr Hlllilbci

SI 6-691-2022

FnX Nnnilicr

SI 6-346-7020 yvonne.seckington@nkch.org

- ofCcmlm i [*craon

JU n . ¥,* J jjt, Li

Dnte of Signature

12/14/09














































































































